Sticking a needle through the belly is perfectly safe to treat type II endoleaks Key findings: The authors treated 30 patients with 33 transabdominal direct sac puncture embolization with cyanoacrylate glue, glue/coils and onyx 6 glue/coils for type II endoleaks after endovascular abdominal aortic aneurysm repair (EVAR). This technique is particularly useful to access endoleaks anterior to the stent graft. Technical success was achieved in 97% (29/30) of patients and freedom from aneurysm growth was achieved in 85% of patients after $1 embolization procedures after a mean of 15 months follow-up. Two patients suffered small self-limiting rectus sheath hematomas and one developed neuropraxia due to a psoas muscle injury, which resolved after 6 months. There were no bowel injuries.
Conclusion: Percutaneous transabdominal embolization is a safe and effective treatment for type II endoleaks, especially for endoleaks anterior to an aortic stent graft.
Commentary: In this study, transabdominal direct sac punctures were performed in selected patients, namely those with lumbar endoleaks and a safe route from the anterior abdominal wall to the perfused portion of the sac. Thirteen patients were excluded from the study who did not have unobstructed access or had isolated inferior mesenteric artery endoleaks. Safe access was determined based on preprocedure ultrasound imaging. Ultrasound-guided compression displaced intervening bowel by applying firm, continuous pressure to the anterior abdominal wall using the transducer during needle advancement. If there was interposed bowel despite transducer compression, transabdominal direct sac puncture was not suitable. The obvious advantage of a transabdominal direct sac puncture compared to the more commonly performed translumbar approach is the former can be performed in the supine position, which is more readily accepted by patients and less likely to be associated with airway issues, while the latter is performed in the prone position. I wonder how many of the patients in this series were obese or had other challenging anatomic characteristics that would render the technique inadvisable. I discussed this approach with an interventional radiologist with extensive experience treating type II endoleaks. Although he has done a few transabdominal direct sac punctures, he reserves the technique for rare cases when translumbar or intrarterial approaches are not possible. He also believed the risk of bleeding and infection using the transabdominal approach may be theoretically higher than a translumbar approach.
Take-home message: Transabdominal direct sac puncture may play an expanding role to treat type II endoleaks due to lumbar artery endoleaks after EVAR.
